Premorbid social-sexual competence and the process-reactive dimension, as assessed by the Phillips Scale, were investigated as predictors of posthospital adjustment in a prospective study of two samples of 141 young, early phase schizophrenics (a private hospital sample and a state hospital sample). The Phillips Scale predicted subsequent outcome at significant levels for one of the two samples of DSM-I1 schizophrenics (a "broad" construct of schizophrenia). It did not predict outcome as well for DSM-III schizophrenics (a "narrow" construct of schizophrenia). Mixed results emerged from separate analyses of first-admission schizophrenics only and for male schizophrenics only. The data indicated that marital status accounts for some of the positive relationship between the Phillips Scale and later outcome. A more focused measure of prehospital social adjustment successfully predicted social functioning at followup for both DSM-I1 and DSM-III schizophrenics (p < .05). There were some significant and near-significant relationships, but overall results suggest that when the influence of chronicity and marital status is reduced, the relationship between the Phillips Scale and subsequent outcome is less robust than was once thought.
Concepts about the role of premorbid social adjustment in schizophrenia have been central to theoretical formulations about this disorder. In particular, the process-reactive dimension, based on distinctions between good and poor premorbid social and sexual adjustment and measured by part I of the Phillips Scale (Phillips 1953) , has been among the most important ways of categorizing schizophrenia in the psychological literature. Literally thousands of studies have been based on the process-reactive dimension and on good vs. poor premorbid social adjustment-two related, but not necessarily identical, concepts (DeWolfe 1968; Fowles et al. 1970; Higgins 1971; Chapman and Chapman 1973; Evans, Goldstein, and Rodnick 1973; Bromet, Harrow, and Kasl 1974; Putterman and Pollack 1976; Quitkin, Rifkin, and Klein 1976) .
The relationship between the process-reactive dimension and outcome bears directly on theories about the origin of schizophrenia. Formulations about the importance of the process-reactive dimension are based on theories about a very poor clinical course among process schizophrenics.
However, evidence on posthospital adjustment supporting the predictive utility of the distinction between good and poor premorbid adjustment using a prospective research design is surprisingly scant in recent studies. The current research was designed to provide new data in this area. There have been only a handful of modern outcome studies finding positive evidence (Gittleman-Klein and Klein 1969) or mixed evidence (Evans, Goldstein, and Rodnick 1973) in support of the process-reactive dimension, and to date none have used the new diagnostic systems (DSM-III; American Psychiatric Association 1980) . A number of older investigations have found positive results (Farina and Webb 196 SCHIZOPHRENIA BULLETIN 1956; Farina et al. 1962; Query and Query 1964; Nuttal and Solomon 1965; Cancro and Sugarman 1968; DeWolfe 1968; Stephens, O'Connor, and Weiner 1969) . These investigations used broad concepts of schizophrenia (DSM-II; American Psychiatric Association 1968); and research with modern, narrow concepts of schizophrenia (e.g., DSM-III) is needed as well.
A major problem in research on the process-reactive dimension is that the results from some studies may have been influenced by the use of retrospective research designs and/ or the use of chronic, long-term patients who have already demonstrated years of poor outcome. In these cases, significant findings regarding the Phillips Scale may, in part, be influenced by characteristics portraying the severity of an already developed illness rather than premorbid adjustment . In contrast to older views, recent prospective studies using multiple measures of outcome and less chronic samples of schizophrenics have found less positive results (Bromet, Harrow, and Kasl 1974; .
The current research studied the relationships between the processreactive dimension and subsequent outcome, while reducing the potential confounding effects of previous chronicity, by analyzing young, early phase schizophrenics. Chronic, older schizophrenics with many years of poor functioning, who can contaminate prognostic results, were not included in the current sample. In addition, multiple measures of outcome were used (i.e., social, work, and symptoms) as well as a measure of rehospitalization. It is now widely recognized that various assessments of different types of symptoms and functioning are preferable for a complete, accurate outcome measure Carpenter 1972, 1974) .
To increase the generalizability of the findings, the current research employed two samples of young, early phase schizophrenics-one from a state hospital type of setting and the other from a private hospital setting. The following questions were studied:
1. Does the process-reactive dimension, as defined by Phillips Scale, predict outcome in young, contemporary schizophrenics, including those defined according to both older, broader diagnostic concepts of schizophrenia (DSM-II) and more modern, narrow (DSM-III) concepts of schizophrenia?
2. Does the process-reactive dimension predict outcome for (a) a subsample of only schizophrenic men and (b) a subsample of firstadmission schizophrenics?
Method
Patient Sample. The present research represents part of the Chicago Followup Study, a larger program studying schizophrenic thought pathology, prognosis, and outcome on a longitudinal basis by examining these features across different phases of the schizophrenic disorder (Westermeyer and Harrow 1984; Harrow, Carone, and Westermeyer 1985; Harrow and Marengo, in press; Pogue-Geile and Harrow 1985) and exploring mechanisms that may be involved in schizophrenic thought pathology and psychosis (Harrow and Miller 1980; Harrow and Quinlan 1985; Lanin-Kettering and Harrow 1985) .
To assess the predictive utility of the process-reactive dimension using several different concepts of schizophrenia, two patient samples were studied. Each sample consisted of a group of patients meeting a broad concept of schizophrenia (DSM-II) and a group meeting a narrow concept of schizophrenia (DSM-III).
Sample 1. The first sample consisted of 95 young, early phase DSM-II schizophrenics from a private hospital, Michael Reese Hospital (MRH). Thirty-four of the 95 patients also fit the DSM-III criteria for schizophrenia (American Psychiatric Association 1980) . Sixty-one of the patients who were classified as having schizophrenia using DSM-II did not meet the DSM-III criteria for the disorder. Previous research by the present investigators has suggested that many patients from this type of population are concurrently experiencing affective disturbances (Silverstein et al. 1982) . The diagnoses of these 61 patients using DSM-III criteria were as follows: 4 patients had schizophreniform disorders, 4 patients had paranoid or atypical disorders, 9 patients had manic disorders, 28 patients had major depressive disorders, 10 patients had schizoaffective disorders, and 6 other patients had varied diagnoses.
The DSM-II diagnoses were assigned during hospitalization, based on a detailed admission interview, extensive hospital records, and an additional semistructured, tape-recorded interview described previously (Grinker and Holzman 1973) . The major focus in this report is on the process and reactive schizophrenics using DSM-II criteria, since DSM-II schizophrenics have been the basis of almost all of the processreactive literature, especially previous reports in this area. The DSM-III diagnoses were based on the admission interviews, the taperecorded research interviews, hospital records, and the Schedule for Affective Disorders and Schizophrenia (SADS) (Endicott and Spitzer 1978) . VOL. 12, NO. 2, 1986 197 The 95 schizophrenic patients consisted of 50 men and 45 women. The mean age of this young, early phase sample was 22.7 years; 48 percent were first-admission patients. Using parental social class (Hollingshead and Redlich 1958) , more than 75 percent of sample 1 were brought up in upper-middle-class homes. The mean educational level of sample 1 was 13.6 years at hospitalization. The patient group at ISPI also consisted of young, relatively early phase schizophrenics. The mean age at admission of sample 2 (ISPI) was 22.6 years, and the mean educational level was 12.5 years at hospitalization; 32 percent were firstadmission patients. There were 30 men and 16 women. The 46 schizophrenic patients in sample 2 (ISPI) included 15 "reactive" schizophrenics (Phillips score below 13), 16 schizophrenics with intermediate scores (scores from 13 to 17), and 15 "process" schizophrenics (scores above 17).
The patients in sample 2 (ISPI) did not significantly differ from patients in sample 1 (MRH) in age, sex, previous hospitalizations, prior social adjustment (SADS scale), or processreactive scores (p > .10).
In line with typical differences between private hospital and state hospital populations, sample 2 had fewer years of education than sample 1 (p < .05). In addition, a greater percentage of the state hospital schizophrenics were from parental social class 4 or 5 (using the Hollingshead and Redlich [1958] socioeconomic status system) than was the case for the schizophrenics from the private hospital (60 percent vs. 25 percent). Previous research, however, has suggested that parental social class may not be a strong predictor of overall outcome in similar types of schizophrenic samples (Westermeyer and Harrow 1984) . Nevertheless, because of these differences and because the two populations represented samples from different types of institutions, with possibly different prognoses, the relationship between the process-reactive dimension and outcome was analyzed separately for each of the two samples.
For both sample 1 (private hospital) and sample 2 (state hospital), there were no significant differences between process and reactive schizophrenics in age, sex, education, or social class.
Medication Status. At the time of followup evaluation, 46 percent of the reactive schizophrenics and 52 percent of the process schizophrenics were receiving neuroleptic medications. The reactive schizophrenics receiving neuroleptics at followup had significantly poorer overall outcomes than the reactive schizophrenics not receiving neuroleptics (p < .05). The process schizophrenics receiving neuroleptics at followup showed a nonsignificant trend toward poorer overall outcomes than the process schizophrenics not receiving neuroleptics (p < .06). It is possible that results suggesting less adequate posthospital functioning among patients who were receiving neuroleptics may be a consequence of more negative-outcome schizophrenics being placed on medication because of their poorer clinical condition. Consequently, caution is warranted in interpreting the results comparing different medication groups, because patients were not assigned to their medication groups on a random basis.
Assessment of Prehospital
Functioning and Outcome. All patients from sample 1 and sample 2 were studied prospectively as inpatients Marengo and Harrow 1985) , and later followed up in detail as part of the Chicago Followup Study Harrow, Silverstein, and Marengo 1983; Harrow, Marengo, and McDonald 1986) . Procedures for assessing predictors and outcome were the same in both hospital settings (sample 1 and sample 2).
Following traditional instrumentation in this area, part I of the Phillips Scale of Premorbid SocialSexual Adjustment was used as the major predictor instrument of the process-reactive dimension (Phillips 1953) . This scale has been modified slightly to make it more applicable to patients under 30 years of age and to women (Bromet, Harrow, and Kasl 1974) . Scoring of the Phillips Scale was based on prospective administration of a modified version of the General Information Questionnaire, developed by DeWolfe to rate the
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Phillips Scale (DeWolfe 1968) on extensive case history material and on the taped interview.
In addition, a 7-point scale assessing premorbid social relations was taken directly from the Schedule for Affective Disorders and Schizophrenia (SADS), a widely used and standardized schedule (Endicott and Spitzer 1978) . Although most of the literature in this area has not reported evidence on interrater reliability, we assessed this factor on our major measures of premorbid adjustment. The results showed satisfactory interrater reliability for these measures (r -.81 for Phillips Scale, and r = .72 for the SADS Premorbid Social Adjustment Scale).
Outcome assessments were made an average of 2.4 years after hospital discharge. Posthospital adjustment was assessed in a structured interview. The followup schedule involved detailed evaluation of the following: (1) social, work, and family functioning; (2) patients' use of medication, psychotherapy, and other possible treatment; (3) neurotic, depressive, and psychotic symptomatology; and (4) rehospitalization.
Two scales of overall adjustment were used. The first was an overall scale (the LKP Scale) developed and used by Klein and associates (Levenstein, Klein, and Pollack 1966) that has also been used by our research team and others Summers, Harrow, and Westermeyer 1983; Pogue-Geile and Harrow 1985) . This scale is based on work functioning, life disruptions, selfsupport, symptomatology, potential suicide, relapses, and rehospitalizations. The second scale was an overall measure, based on four separate scales, developed by Carpenter (1972, 1974) in their investigations of posthospital functioning. Results are also reported on the four separate scales that measure posthospital work functioning, social functioning, rehospitalization, and symptoms.
Results
Results for Private Hospital Schizophrenics (Sample 1). Table 1 and  table 2 present the results for the private hospital (sample 1) and the state hospital (sample 2) schizophrenics. These tables present the correlations between the two major prediction measures (the Phillips Scale and the SADS Scale of Prehospital Social Adjustment) and the various measures of outcome for the full sample of schizophrenics. Separate statistical analyses for the Phillips Scale are also presented for (1) schizophrenic men only, (2) firstadmission schizophrenics only, and (3) the sample of DSM-lll schizophrenics. The following results emerged for sample 1:
• The data for the total sample of schizophrenics in table 1 indicate that the Phillips Scale did not have a close relationship with any measure of outcome at followup (p > .10). For DSM-II schizophrenics from a private hospital (sample 1), process schizophrenics as defined by the Phillips Scale did not have a significantly poorer outcome than reactive schizophrenics.
• A more focused measure of prehospital social adjustment, the scale from the SADS, did predict good social functioning at followup (p < .05) for both the total sample of DSM-II schizophrenics and the more narrowly defined sample of DSM-lll schizophrenics (see table 1).
• Some researchers have suggested the process-reactive dimension may be a better predictor of outcome among men than among women.
Analyses using only DSM-II schizophrenic men in sample 1 failed to show a significant association between the Phillips Scale and subsequent outcome. Similar nonsignificant relationships were found when schizophrenic women were analyzed separately.
• Analyses of the subsample of first-admission schizophrenics in sample 1 did show a significant relationship between the Phillips Scale and the LKP Scale of overall outcome (p < .05). This indicates some limited prognostic utility for the process-reactive dimension, even with young, early phase samples.
• The Phillips Scale was also studied for the subgroup of patients from sample 1 who met the DSM-lll criteria for schizophrenia. It did not predict outcome at significant levels within this sample of DSM-lll schizophrenics. The SADS measure of prehospital social adjustment did predict posthospital social functioning for the DSM-lll schizophrenics (p < .05). Table 3A presents a more detailed breakdown of the outcome data for process and reactive schizophrenics in sample 1 if one looks separately (1) at both the first-and multipleadmission schizophrenics, and (2) at both the DSM-lll schizophrenics and only the DSM-II schizophrenics who did not meet the DSM-lll criteria for schizophrenia. A three-way ANOVA was conducted for sample 1 (processreactive dimension, first-admissionmultiple-admission schizophrenics, DSM-lll schizophrenics-DSM-/// nonschizophrenics). The overall F for the process-reactive comparison in this early phase, young schizophrenic sample was not significant for these patients in a private hospital (F (1, 87) =1.8 ns). This analysis is in accord with the earlier analyses presented. It suggests that, within the Downloaded from https://academic.oup.com/schizophreniabulletin/article-abstract/12/2/195/1941619 by guest on 27 January 2019 VOL 12, NO. 2, 1986 199 private hospital sample, the differences in outcome between process and reactive schizophrenics are not significant, although there is a trend toward poorer outcome among the process schizophrenics. Table 4 presents detailed data on the Phillips Scale and the LKP Scale of overall outcome for the total sample of schizophrenics in sample 1. The data indicate that a large percent of the process schizophrenics (51 percent) showed very poor outcomes. Among the reactive schizophrenic patients, however, 37 percent also showed very poor outcome. Overall, a smaller percent of the reactive than of the process schizophrenics in sample 1 showed very poor outcome, but group differences were not significant.
Results for State Hospital Schizophrenics (Sample 2).
The results in table 2, which reports the correlations between outcome and both the Phillips Scale and the Scale of Prehospital Social Adjustment for the state hospital sample (sample 2), were as follows:
• The data in table 2 indicate that the Phillips Scale predicted, at statistically significant levels, several key aspects of outcome among the full sample of 46 state hospital schizophrenics. Thus, the Phillips Scale successfully predicted both measures of overall outcome (p < .05), rehospitalization (p < .05), and social adjustment (p < .05) at followup among the 46 DSM-II schizophrenics in sample 2.
• The Prehospital Social Functioning Scale from the SADS successfully predicted social adjustment at followup (without predicting overall outcome) for the 46 DSM-U schizophrenics and the 24 
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DSM-II1 schizophrenics in sample 2 (p < .05). These positive results were similar to those for the private hospital (sample 1) DSM-ll and DSM-III schizophrenics.
• The Phillips Scale successfully predicted three of the six outcome measures among DSM-II schizophrenic men in sample 2 (p < .05). The Phillips Scale did not predict any of the six outcome variables for schizophrenic women at statistically significant levels, although it did show a nonsignificant trend toward predicting symptom outcome for schizophrenic women (p < .10).
• Analyses of the subsample of first-admission schizophrenics in sample 2 revealed that the Phillips Scale and the SADS Scale failed to predict any aspect of outcome at followup. Nine of the 12 correlations studied for the first-admission schizophrenics were r = .20 or higher, and 4 were r = .30 or higher; but because of the small sample size, these correlations were not significant. Table 3B also presents a detailed breakdown of the outcome data for process and reactive schizophrenics in sample 2 if one looks separately (1) at the first-and multipleadmission schizophrenics and (2) at both the DSM-lll schizophrenics and the DSM-ll schizophrenics who were DSM-III nonschizophrenics. The F for the main effect involving the process-reactive comparison in this young, early phase schizophrenic sample was significant (F (1,38) = 6.0, p < .05). The results support the NO 2, 1986 201 earlier analysis and suggest poorer outcome for process schizophrenics than for reactive schizophrenics from the state hospital setting. Table 5 presents detailed data on the Phillips Scale of overall outcome for the total sample of state hospital schizophrenics. As can be seen from this table, a significantly larger percent of the process schizophrenics (60 percent) showed a poor outcome than was the case for the reactive schizophrenics. However, one-third of the reactive schizophrenics also showed a poor outcome.
For both sample 1 and sample 2, only a relatively small number of both reactive and process schizophrenics showed a very favorable outcome. Of the reactive schizophrenics in sample 2, however, five (24 percent) showed a very favorable outcome while none of the DSM-Il process schizophrenics in sample 2 showed a very favorable outcome at followup.
Marriage and Sex as Influences on the Efficacy of the Phillips Scale as a Predictor of Outcome.
A separate analysis was conducted to determine whether marriage was an influence on the posthospital results that emerged for the Phillips Scale as a predictor of outcome for the state hospital schizophrenics. Table 6 presents detailed data comparing ever married with never married state hospital schizophrenics according to their overall outcome at followup.
The data in table 6 indicate marital status was a successful predictor of overall outcome among state hospital (sample 2) schizophrenics. All five remitting schizophrenics in sample 2 were previously married. The never married state hospital schizophrenics had significantly poorer outcomes than the once married schizophrenics (t = 2.83, p < .01). In addition, all five previously married remitting schizophrenics in sample 2 were reactive schizophrenics. Thus, the predictive power of the Phillips Scale was strongly associated with marital status for the state hospital schizophrenics. When the ever married schizophrenics alone were considered, the correlation between the Phillips Scale scores and overall outcome for the state hospital patients was r -.25 (NS). The similar correlation for the never married state hospital schizophrenics considered alone was r = .02 (NS). Thus, when the influence of marital status was controlled by analyzing once married and never married patients separately, the Phillips Scale's power to predict outcome was reduced.
Marital status failed to predict the LKP Scale of overall outcome for the private hospital schizophrenic sample (sample 1), in contrast to sample 2. It is not altogether clear why marital status was not a good predictor for this sample, although one possible influence may be the smaller percentage of married patients in the private hospital sample (only 14 percent).
Sex (males vs. females) had a minor influence on the relationship between process-reactive schizophrenics and outcome. There was a trend for more male schizophrenics to fit into the process group and more female schizophrenics to fit into the reactive group. This trend was most pronounced among the DSM-ll schizophrenics and was not prominent for the DSM-Ul schizophrenics. The male process schizophrenics tended to show poorer outcomes than the female process schizophrenics. Among the reactive schizophrenics, the male-female differences in outcome were negligible.
Paranoid vs. Nonparanoid Status. Evans, Goldstein, and Rodnick (1973) have looked at data on outcome in process and reactive schizophrenics in terms of whether the process and reactive schizophrenics were paranoid or nonparanoid. We analyzed our data using this two-dimensional scheme, dividing the combined sample from both hospital groups according to whether the patients were (1) good premorbid paranoids, (2) poor premorbid paranoids, (3) good premorbid nonparanoids, or (4) poor premorbid nonparanoids. The results, using the total DSM-II sample of 141 patients, showed a trend similar to that found by Evans, Goldstein, and Rodnick (1973) . The good premorbid nonparanoid patients showed the most favorable outcomes, and the poor premorbid paranoid patients showed the poorest overall outcomes. The only overall outcome differences that reached statistical significance, however, involved the more negative outcomes of the poor premorbid paranoid schizophrenics. This group of poor premorbid patients showed significantly poorer outcomes than the poor premorbid nonparanoids (p < .05) and the good premorbid nonparanoid groups (p < .05), and it tended to show poorer outcomes than the good premorbid paranoid group (p < .10).
Analyses of the data for the smaller DSM-Ul sample (n = 58) produced similar results. The good premorbid nonparanoid patients had the best overall outcome, and poor premorbid paranoid patients showed the poorest overall outcome, although none of the group differences were close to significant. The lack of significant differences occurred partly because the different types of groups were more homogeneous in outcome, in part because some good-outcome DSM-1I schizophrenics, no longer viewed as "schizophrenic" using DSM-11I criteria (Pawelski, Harrow, and Grossman, in press ), were eliminated. This two-dimensional system of categorizing schizophrenics, which has showed some initial promise, will be looked at more closely in subsequent followups, as the followup period lengthens.
Discussion
From a theoretical standpoint, the most important finding was a suggestion of some relationship between prehospital social-sexual adjustment and later outcome; it seems not a very strong one, however-either just barely significant or nonsignificant. The Phillips Scale was a strong predictor of several aspects of outcome for state hospital DSM-II schizophrenics, but it failed to predict all aspects of outcome. These data are in general agreement with our recent results and those of others (Bromet, Harrow, and Kasl 1974; . For both these other samples, as with the present two samples, the Phillips Scale showed nonsignificant or just significant correlations with overall outcome. Thus, the processreactive dimension may have only limited predictive validity, or it may have prognostic significance only for specific types of outcome and/ or particular groups of patients. One factor that may play a role in the failure of the Phillips Scale to predict a very high percentage of the variance in modern outcome studies is better control of key factors such as chronic duration of prior schizophrenic illness. When such factors are better controlled, the predictive utility previously reported for this major index of the process-reactive dimension may be markedly reduced. The hypothesis here is that some previously reported positive findings regarding the Phillips Scale, based on older, more chronic samples, may have been influenced by characteristics of the schizophrenics at hospital admission that are a function of the severity of an already developed illness rather than of premorbid adjustment. Carpenter (1974, 1977) and Carpenter et al. (1978) also note this possibility and cite the powerful effects of chronicity, or prior length of illness, in predicting outcome.
Thus, it is possible that in some previous research the patients showing less adequate premorbid social adjustment were partially deteriorated, chronic schizophrenics.
The seemingly poorer adolescent social functioning may not have been an accurate measure of premorbid competence. Rather, it may have been a measure of an early morbid phase, representing deficits from early stages of illness.
The current research design also included multiple aspects of outcome rather than relying on a single, global outcome rating or a measure of rehospitalization. It is harder for a prognostic index to predict multiple aspects of outcome and adjustment, some of which demand different skills and abilities. It is of some importance that there was a significant relationship between the measure of prehospital social functioning and social adjustment at followup for all groups of privately hospitalized and state hospitalized DSM-II and DSM-III schizophrenics. Thus, although the SADS Scale of Prehospital Social Functioning (a 7-point continuous scale) does not predict overall adjustment for these schizophrenic groups, it does show significant correlation with the measure of social relations at followup for DSM-II and DSM-III schizophrenics at both institutions.
These findings are consistent with those of , who show that prehospital social relations were the most powerful predictors of social adjustment at followup. Strauss and Carpenter's suggestion, supported by the present data, is that one factor with predictive power is the ability of prehospital competence or adjustment in a particular area to predict hospital functioning in the same area of adjustment. One could propose that the already present skills and competence developed previously in some area should help a patient show some level of adequacy in that same area after hospital discharge.
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The current study is the first prospective research effort (using a variety of outcome measures) to explore the predictive utility of the process-reactive dimension in patient groups using modern, narrow concepts of schizophrenia. It is possible that the Phillips Scale may have less predictive utility in narrowly defined DSM-III schizophrenics than in more broadly defined DSM-I1 schizophrenics. Other research by the present investigators has shown DSM-111 schizophrenics to be a more homogeneous group of patients with a poor prognosis in comparison with DSM-II schizophrenics and has indicated that the predictive power of various factors may shift in each group (Westermeyer and Harrow 1984) .
The predictive utility of the Phillips Scale varied by private versus state hospital samples. Differences were explored in terms of marital status. A larger percentage of the state hospital patients were married, with much of the significant relationship being influenced by the more positive outcome of the married, reactive schizophrenics.
It is possible that marriage is an important factor that accounts for some positive results previously reported in other studies regarding the process-reactive dimension, since married patients automatically attain better scores than unmarried patients on the Phillips Scale. Two of the five Phillips subscales are heavily weighted by marital status, and several researchers have reported a very high correlation between marital status and the total Phillips score (Farina et al. 1962; Cancro and Sugarman 1968; McCreary 1974) . Consequently, marital status may be one important determinant of prior findings, both with the Phillips Scale and the process-reactive dimension and outcome (Klorman, Strauss, and Kokes 1977) .
Sample 1 was predominantly an upper-middle-class sample. An upper-middle-class sample is relatively rare in the literature in this area, and especially so in research relating the process-reactive dimension to outcome. Thus, although upper-middle-class patients are one important type of sample, they have been relatively neglected in much of the empirical literature on schizophrenia and o.i major psychotic disorders.
Although social class and marital status may play some role in the predictive utility of the Phillips Scale, predictive differences for the processreactive dimension among various groups cannot be explained adequately by these factors alone. A host of factors that influence later outcome may also be confounded with institution and diagnostic categories. One of the difficulties in predicting posthospital adjustment is that premorbid personality is only one of the factors that may influence later posthospital adjustment. Other variables that may be important in outcome are the patients' social network, type of family, type of ecological milieu, types of treatment they receive, chance events in their lives, and other unknown factors.
We should note that although the Phillips Scale showed a moderate relationship to outcome, other types of measures of prehospital competence, such as that of Zigler and Phillips (1961) and of Zigler, Glick, and Marsh (1979) , could be better predictors of outcome. The present investigators, using this approach of Zigler and associates, have found evidence that it is a better predictor of outcome for schizophrenics (Westermeyer and Harrow, in press ).
The process-reactive dimension does seem to provide a useful classification system in studies of schizophrenic performance on psychomotor tests, in studies on perceptual and cognitive processes, and in several other areas. Because of these positive results, which are based on a number of research reports from a variety of settings, the process-reactive dimension would still appear to have considerable utility in reducing heterogeneity in schizophrenic samples. In addition, the positive findings in other areas suggest that the process-reactive dimension could be linked to theory in important ways.
It has often been overlooked, however, that there has never been strong empirical evidence to support the underlying assumptions about the positive clinical course of adjustment expected for reactive schizophrenics. Higgins (1971) , in an important review article, has begun to express some doubts about the overall importance of this dimension, citing less positive results for process versus reactive schizophrenics in some areas with recent, as opposed to older, research. At the time of Higgins' review, however, he was not able to cite many prospective, long-term outcome studies because of the dearth of empirical research in this area.
Current results suggest that there probably is a relationship between the process-reactive dimension and later posthospital outcome but that it is less robust than was once thought. When the potential contaminating effects of an already chronic course of illness are eliminated, it may be more difficult to fit the positive results on the process-reactive dimension concerning performance on various psychological tasks into a larger theoretical network that relates these data to subsequent clinical course and outcome.
